PRINTED: 08/23/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN COMPLETED
R
445502 B. WING 08/17/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE WATERS OF SMYRNA. LLC 202 ENON SPRINGS ROAD EAST
i SMYRNA, TN 37167
(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ . DEFICIENCY)
|
K 000 | INITIAL COMMENTS , K 000
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A Life Safety revisit survey was conducted on ‘
08/17/2018 for all previous deficiencies cited on
| 06/11/2018. All deficiencies have been corrected, i
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facility is in compliance with all regulations I .
| surveyed. | |
| | |
| |
| |
|
|
|
|
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| |
| |
|
|
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|
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NANE OF PROVIDER'O STREETADDRESS, CITY, STATE, ZIPCODE. '
THE WATERS OF SMYRNA, LLC ABRNOH WEIES RO EAGT
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oy | SUMMARY STATEMENT OF DEFICIENCIES | I || TTRSTNOEcORRECTIOR. | e
i PREFIX |  (EACHDEFICIENCY MUST BE PRECEDED BY FULL :! pag:m : @Iwcmmgmusgdﬁf&ﬁ commm
TAG |  REGULATORYOR LSC IDENTIFYING INFORMATION) Tag CROSS-REFERENCED TO THE APPROPRIATE o
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l e ; K 222 :
K 222 | Egress Doors K 222! 1198 (/8
=p | CFR(5): NFPA 10 | |
§8=D i Rﬁ ) 101 L 1. Whatcorrective action(s} will be l
f, Egress Doors 3,‘ accomplished for the deficient practice? ' |
| Doars.in a required means of egress shall not be I e an , . | |
equipped with a latch or a lock th at requires the 5| The fac.|I|w s Malntenancc? Director will i
| use of a tool or key from the egress side unless reconflgwje door latch height to be at or
ll?_ using one of the following special‘ locking _i below 48 inches to courtyard gate exits by |
' arrangements: o sans
- CLINICAL NEEDS OR SECURITY THREAT |
' LOCKING : | 2. Howwill you identify other door latches that
Where special locking arrangements for the | mave affected by the same deficient
| clinical security needs of the patient are used, i pracice?
 only one locking device shall be permitted on | i ini i il
| each door and provisions shall be made for the ‘ zhe chll T‘VS Ad?‘:‘;t;:tor B
' rapid removal of occupants by: remote control of i gorlaciieson GiEt t? ensure no et
' locks; keying of all locks or keys carried by staff at| 1'. doors. vere ﬁm.e d .b y this deficient
all times: or other such reliable means available | : pracice. This audit yielded no further
to the staff at all imes. ; P
11822251, 18.22.26, 1922251, 192226 | { i l
L : 3. Wh
| SPECIAL NEEDS LOCKING ARRANGEMENTS | e ol e
: SR e : ystematic changes will you make to
. Where special locking arrangements for the | ensure that the deficient practice does not
safety needs of the patient are used, all of the | | recur? P
| Ciinical or Security Locking requirements are ! _ '
! bemg;.mqt In addition, the locks must be : On §/11/18, the facitity’s Administrator
;i electrical locks that fail safely so as to release ' provided face to face re-education to the
. upon loss of power to the device; the buildingis | facilty's Maintenance Director regarding
p[oiectgd by a supervised autgmatic sprinkier | | Americans with Disabilities Act requirements
! ?c’:?n eprlg tZnsd rggﬁéogeﬁeeit?g:ci I?e pr'n(te0?edr bya | withan emphasis on door latch height.
. : mok system (or is !
cqngtantly monitored at an attended location | 4. How will the corrective action(s) be
- within the [:‘.)cked space); and both the sprinkler | f monitored to ensure the deficient practice - [
b 3nd- detection systems are arranged to unlock the | i willnot recur?
doors upon activation. :
1182.2.25.2,19.2.2.2.5.2, TIA12-4 | Beginingon 6/18/18, the facility’s
! DELAYED-EGRESS LOCKING ! Maintenance Director will conduct an audit
‘ ARRANGEMENTS : ! of all egress doors weekly x 4 weeks. If no .
¢ f\pproved. listed delayed-egress locking systems | concerns noted, then decrease audit to 1 !
installed in accordance with 7.2.1.6.¢ shallbe | | every month x 2 months. The facility’s
 permitted on door assemblies serving low and j h Maintenance Director will present the '
(| | A== e B = = ! _
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE S TeeE. . o () DATE
= o Adwwnsivater 08

Any defidency statement ending with an asterisk f;}?er;ntas aﬁﬁﬁéy%mﬁm be excused from correctin s determi
) ¥ s ACT : | from -finig providing it Is determ 7
othet safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stalag :hove a?e diseh;zrlg?em;g (:l;a;
f;:iowglt_l; t‘:tn_a dantle c;f ?ur;ley wr(ljether or not a plan of con]ecbtian is provided. For nursing homes, the abyve findings and plans of correction are disclosable 1}:4
ys following the date these documents are made available to the facility. If deficiencies are cited, an & i :
progeam participation. ity approved plan of correction is requisite to continued
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DEPARTMENT OF HEALTH ANE] HUM&N SERWE.‘.ES

?ﬂmnmuewusmw (X2F MULTIPLE CQ]‘!STRUGTION -
ANEY PLAN OF CORRECTION ¥ DENTIFIGATION NUMBER. * . iEBING 0t “ TN
_____ 445502

[—mms OF PROVIDER OR SUPPLIER

' THE WATERS OF SMYRNA, LLC

o | —SORARY, STATENENT OF DEFCENGIES |
PREF (EACH DEFICIENEY MUST BE PRECEDED BY FULL I
e | REGULATORY OR LSC IDENTIFYING INFORMATION)

— . I [ | W= R == i - ZJ
o ' - facnlrtv’s QAPl Committee with a summary of " B
K 222 | Continued From page 1 K 222 audits during the facility's monthly QAP! J '
ordinary hazard contents in buildings protected Committee meeting for further review i
throughout by an approved, supervised automatic and/or recommendation. |
 fire detection system or an approved, supervised :
5  auforaatic sprinkler systerm.
: | 18.2.2.2.4, 192224 !
l ACCESS-CONTROLLED EGRESS LOCKING
i' | ARRANGEMENTS
| Access-Cantrolled Egress Door assemblies
', | installed in accordance with 7.2.1.6.2 shall be
permitied:
18.2.2.2.4, 182224
| ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS
Elevator lobby exit access door locking in 1
! accordance with 7.2.1.6.3 shall be permitted on | i
door assemblies in buildings protected throughout |
I by an approved, supervised automatic fire i
| detection system and an approved, supervised: j |
| automatic sprinkier system. " :
$18.2.2.2:4, 19.2.2.2.4 L
'; This REQUIREMENT is not met as evidenced
by: ;
' Based on observations, the facility failed to ’
 maintain the egress doors.

The findings include:

' Observation on 06/11/2018 at 2:30 PM, revealed |

 door latch height higher than 48 inches on all of |

the courtyard gate exits. |

| NFPA 101, 19.2.2.2.1 (2012 Edition), NFPA 101, | K23 7/019/’8
7.2.1.7.% (2012 Edition) _ . i

e

I

What corrective action(s) will be

 The maintenance director was present for the accomplished for the deficient practice?

fmdmgs which were later acknowledged by the On6/11/18, the facility’s Maintenance
i gg?;;r}'zséqaéor during the exit conference on Director adjusted the tension screws to the
' A IS _ . . A : door latch for the cross corridor by room 405 |
K 223} Doors with Self-Closing Devices i K223 which remedied the deficient practice.

| . | i _ _ . i B ey

Facility ID: TN7508 N contrnuaii:cln sheet Page 2 of 5
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PREFIX

SUMMARY STAFEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR ESC IDENTIFYING INFORMATION)

K223
§5=DI

K 923
$8=D1

' Continued From page 2 !
'CFR({s): NFPA 101

Doors with: Self-Closing Devices

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barier, or hazardous
| area enclosure are seif-closing and kept in the

' closed position, unless held open by a release
device complying with 7.2.1.8.2 that automafically
closes all stich doors throughout the smoke: ;
compartment or entire facility upon activation of:
* Required manual fire alarm system; and |
* Local smoke: detectors designed to detect
smoke passing through the opening er a required

smoke detection system; and i
* Automatic sprinkler system, if installed; and [
* Loss of power,
18.22.2.7,18.2.2.2.8, 192227, 192228 1
This REQUIREMENT is not met as evidenced |

by:
Based on testing, the facility failed to maintain |
self closing doors.

The finding included

During the fire alarm test on 06/11/2018 at 2:43

PM, revealed the cross corridor by room 405 did
not self close and latch within the frame. _
NFPA 101, 8.3.3.1 (2012 Edition), NFPA 80, 7.1.4 |
(2010 Edition), NFPA 80 6.1.4.2 (2010 Edition)

The maintenance director was present for the
findings which were later acknowledged by the |
administrator during the exit conference on !
06/11/2018. t
 Gas Equipment - Cylinder and Container Storag
CFR(s): NFPA 101 |

Gas Equipment - Cylinder and Container Storage

_ A

K 923

{

2. How will you identify other deor latches that

EAR OF COR
CTIVE.

may be affected by the same deficient
practice?

On 6/11/18, the facility's Maintenance
Director conducted an audit of all corridor
doors to ensure timely self-release and
proper latch. No other concerns were noted.

3. What measures will be put inte place or
what systematic changes will you make to
ensure that the deficient practice does not
recur?

On 6/11/18, the facility’s Administrator
provided face to face re-education regarding
the requirements of self-closing smoke
barrier doors during the activation of a fire
alarm.

4, Howwill the corrective action(s) be

monitored to ensure the deficient practice
will not recur?

Beginning on 6/18/18, the facility’s
Maintenance Director will conduct an audit
on all smoke barrier doors weekly x 4 weeks

to ensure timely self-closure and latch during :

the activation of a fire alarm. f no on-going
concerns noted, then decrease audit to
monthly x 2 months. The facility’s
Maintenance Director will present the
facility's QAPI Committee with a summary of
audits during monthly QAP! Committee
meeting for further review and/or
recommendations.

K923

What corrective action(s) will be
accomplished for the deficient practice?

On 6/11/18, the facility’s Maintenance
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ROVIDER OR SUPPLIER

———

4 Storage locations are designed, construeted, and i

Confinued From page 3 |

ventitated in accordance withe 5.1.3.3.2 and
65:4.3.3.3. |
>300 but <3,000 cubic feet |
. Storage locations are outdoors in an enclosure of |
\within an enclosed interior space of non- of =
imited- combustible construction, with deer (or
gates outdoors) that can bie secured. Oxidizing
gases are ot stored m@m&bl‘es :ancal‘ﬁ;t '
separated fmmeamﬁusﬂbﬁ bgf?ﬂfeeﬁ{& feekif |
 sprinklered) or enclosed in @ cabinetof

' noncombustible construction fraving 2 minimem

' 1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, indiw_dual. i

' cylinders available for immediate use in gatlent .
| care areas with an aggregate volume of less than |
1 or equal fo 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
‘nandled with precautions as specified in 11.6.2.

| A precautionary sign readable from 5 feet is on

' each door or gate of a cylinder storage room,

| where the sign includes the wording as a
mininaurm "CAUTION: OXIDIZING GAS(ES)

' STORED WITHIN NO SMOKING." '
|Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
infegral pressure gauge, a threshold pressure
 considered empty is established. Empty cylindersi
' are marked to avoid confusion. Cyli&djers stored

in the open are protected from weather.

I'tn1“3]1 132, 33 11.3.4, 11.65 (NFPA 99)

| This REQUIREMENT is not met as evidenced

' b 1: o e
g‘asedr on an observation, the facility failed to

.

properly store the oxygen bottles. &

Director secured the 3 noted unsecure
oxygen storage bottles.

How will you identify other unsecured
oxygen storage bottles that may be affected
by the same deficient practice?

0On6/11/18, the facillty’s Administrator
conducted an audit on all oxygen storage
rooms 10 ensure proper securing of stored
oxygen bottles. No other concerns were
noted. ;

3. What measures will be put into place or
what systematic changes will you make to
ensure that the deficient practice does not
recur?

Beginning on 6/18/18 and to be completed
by 7/1/18, the facility’s Maintenance
Director, Administrator, and/or
Administrative Staff designee will provide
100% staff education with post-test
regarding proper storage of oxygen bottles.

4. How will the corrective action(s) be
monitored to ensure the deficient practice
will not recur?

Beginning on 6/18/18, the facility’s

audit of all oxygen storage rooms daily x 4
weeks to ensure proper oxygen bottle
storage. If no on-going concerns noted, then
decrease audit to 3 x per week x 2 months.
The facility’s Maintenance Director will
present the facility’s QAP! Committee with a
summary of audits during the facility’s
monthly QAPI Committee meeting for
further review and/or recommendations.

Maintenance Director, Administrator, and/or |
Administrative Staff designee will conductan |

SF..
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| The finding included:

 Observation on 06/11/2018 at 10:17 AM, revealed
'3 oxygen storage bottles not secured in the 200

' hall oxygen storage room.

' NFPA 99 11.3.2.1 (2012 Edition)

'The maintenance director was present for the
 findings which were later acknowledged by the

| administrator during the exit conference on
06/11/2018.
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